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Learning Objectives:

At the conclusion of this presentation, learners 

should be better able to: 

 Recognize and diagnose acute retroviral 

syndrome.

 Discuss the pros and cons of anitretroviral

treatment during acute and early HIV 

infection with their patients.



Case: Romance



Disclosure as a 

Prevention Strategy

Does partner serostatus

disclosure protect people from 

HIV infection?

1. Yes

2. No

3. Maybe



Do they ask each other’s

HIV status?

Disclose of 

Serostatus by 

Your Partner in 

the Network

Risk of HIV 

Acquisition per act 

with one ‘randomly’ 

chosen Partner

“HIV-” Low Risk 

Population

23.5 in a million

“HIV-” High Risk 

Population

412.5 in a million

“HIV+” 395 in a million

When the prevalence 

of recently HIV-

infected individuals in 

the high-risk 

population is 4%, 

there is 17x less risk 

of acquiring HIV from 

a member of the 

group disclosing as 

HIV positive.

6Butler DM and Smith DM. AIDS 2007



Daskalakis et al CID 2009 (48) 1 June 2009



Case Report: Panic
 SDStudly is a 34 yo man who presents to 

the Gay Men’s Health Clinic.

 He reported an unprotected HIV exposure 
32 hours previous where he was the bottom. 

 Now he is worried because his male partner 
just disclosed to him that he was HIV+ and 
receiving ART(after the fact).

 He reports: mild sore throat, fever
and full body rash including
palms and soles.



What do you do? (Pick Two)

A. Provide TDF/FTC as PrEP

B. Provide LPV/r/TDF/FTC as PEP

C. Order a viral load 

D. Test for STDs including syphilis and GC and 

Chlamydia at three sites: urethral, rectal and 

pharyngeal and treat presumptively for syphilis

1. A+C

2. A+D

3. B+C

4. B+D



How do you diagnose 

acute HIV infection?

1. Rapid Antibody Test

2. Nucleic Acid Test

3. Both
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Case Report: Wait

 He was given an Rx for PEP

 Treated for syphilis presumptively and tested 

for GC/Chalm at three sites, RPR and rapid 

HIV

 Rapid HIV negative

 Two days later his RPR was positive and GC 

was positive in his throat, which was treated.

 He was told to come back in one month for 

re-testing for HIV.



Case Report: Later

 He reports not obtaining PEP because it was 
not covered by his insurance.

 Patient returns to clinic 2 months later for 
repeat HIV testing.  

 Standard HIV testing is now positive.

 He reports having 4 new sexual partners 
since last coming in the clinic.

 Contact tracing finds 2 of them and the 
original partner.
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Wawer, MJ., et al., JID: 2005



Quinn T, et al., NEJM 2000; Wawer, MJ., et al., JID: 2005

Blood Viral Loads



Which are not in the 

differential diagnosis of 

primary HIV infection? 

1. Acute EBV

2. Acute CMV

3. Acute Toxoplasmosis

4. Acute HAV

5. Strep Throat

6. Flu

7. None of the above



Primary HIV Infection

 Period of rapid viral replication immediately 
following exposure

 Symptomatic syndrome in 30-96%

 Seroconversion typically within 50d

Fever 96% Headache 32% 

LAD 74% N/V 27% 

Pharyngitis 70% HSM 14% 

Rash 70% Wt loss 13% 

Myalgia/arthralgia 54% Thrush 12% 

Diarrhea 32% Neuro Sx 12% 
 

Schacker, et al. Clinical and epidemiologic features of primary HIV infection. Ann. Intern. Med. 1996. 

125:257-264.
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